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I. JlTRODUCfI Q'I 
During the last twenty-fiTe years we haTe 
recognise4 the fact that chronic diseases nor constitute 
one ot the major public health problems. They are res-
ponsible ter tar more 111ness and disability than are 
acute dise.ses and are the causes ot more than half of 
all deaths. Today, i8 a period ot tull e.ployment, the 
Diggest single factor creatlng need for a •• istance is 
chronic inTalldism. 
~ith adTances in the preventlon ana treatment 
.t communicable disease and with the increasing number 
ot aged persona, amoag whom chronic disease is moat 
preTalent, we are confronted with an urgent neea tor 
taking stock of the adequacy of existing faoilities te 
meet this problem. 
This atudy 1s based.oD the analysis of the aer-
T iees rendered by the medieal aocial worker i8 the area 
ot discharge problems ot the chronically ill .ervice 
patients hospitalized at Xount Sinai Rospital, Chieago, 
Illinois, for a period of four weeke or longer duriug 
1951. The minimum hospitalization period of tour weeks 
has been selected in order to endeaTor to separate the 
-;i 
.. 
acutely i41 f'ro. the chromic sick and the year of' 1951 
has been selected sine. this will giYe U8 the most re-
presentatiYe, current picture of' the problea. 
PURPOSE OF STUDY 
rhe purpose of' this study i.. (1) to explore 
the problems created by chronic il1aess upon disCharge 
trom the ~ospita1; and (2) to4eseribe and define the 
aetiYitiea of' the medieal social worker iD working out 
clis:cha rge plans "i th the serTice patienta. 
During this period, there was a total of' 166 
patients hospitalized f'or a period of four weeks or 
longer. GIlt of this group, eIghteen were premature 
babies and twenty-one patients expired. OUr study, 
therefore, is concerned wi th 12'1 patients. Approxi-
mately half of this Bumber, namely, sixty-three, were 
reterred from the Ottt-Patident Department, seTenteen were 
referred frOID the Emergency Room o·f the Hoapi tal, forty. 
ane were referred fro. priTate doctors and six patients 
were referred by agenCies 1n the cGBBunity. !hea. 
patients ranged in age from approximately one month to 
eighty-Dine years of age. 
v il-i 
... 
the Mount Sinai Hospital is a 337 bed non-
sectarian, voluntary hospital situated on the West side 
of the O'i ty of Chicago. It is affiliated wi th the JewIsh 
"\federation of Chicago and receives its funds from this 
s ourae as well as from th~ Community Fund and affiliated 
auxiliaries. The Hospi tal is governed by a board of 
directors, who establish basic policies. It is the res-
ponsibIlity of the Director and Associate Director of 
the Hospital to see that these polioies are adhered to. 
Kach department head is responalblefor the proper 
functioning of his department to the Director and Asso-
ciate Director.' 
This Insti tution has been affiliated with rhe 
Chicago Medical School since 1947 and serves as a 
teaching institution for third and fourth year medical 
students. !he School of Bursing is accredited for col-
legiate training. 
the Hospital conducts monthly Public Health 
rorums which is open to the public. The purpose of 
these forums is educational. Ourrent medical problems 
are presented to the public by outstanding doc tors 1. 
the field of medicine and psychiatry. 
This Haspi tal, staffed by approximately three 
... 
hundred doc tors, serves both private and service (ward) 
patients in the community. Out of a total of 12,797 
patients hospitalized in 1951, two thousand and twenty-
four were service patients. l 
The patient's e~igibility for service hospital 
care is determined by a budget which is formu~.ted by 
the Council of Social Agencies and by the extent of 
'" 
medical care the patient requires. Patients aooepted 
for hospital care are assigned to the wards. The medi-
cal statt assigned to the wards assume responsibility 
for these patients. A service patient receives any 
auxiliary care which his medical condition requires and 
the me4ical staff recommends. For example, if his con-
dition is such that he requires a private room, special 
n.ursing care, transfusions, expensive medications or ap-
pliances, the patient will secure these regardless as to 
whether he or his family can meet any part of the cost 
thereof. Service patients may receive totally free care 
or pay any amount up to,t7.50 per day for complete medi· 
cal care. 
~ Annual Report of the Director of .ount 
Sinai Hospital for 1951. 
... 
The Hospltal administrators have been en-
deavoring to follow long range plans for expanai GD aDd 
research. In the last few years, they have added the 
tenth and eleventh floors to the _In building; the;r 
have also erected a modern nurses t home and interna t 
x 
quarters. At present, an eleven story building is being 
built for the purpose of housing research and labGxatory 
facilities. 
fhis Institution operates an oat-patient depart-
ment for the care of the medically indigent. !hi. Depart-
ment eonsists ot sixty-nine specialty clinics, statted 
by 260 doctors of whom the maj ority are on a vOluntar;y 
basis. !be responsibility tor the Gperation of the out-
Patient Department 1s ~ dual one. !be Kedical Director 
is responsible for the direction and superrision Gf the 
medical staft and the medical care program. The Supervi-
sor of the out-Patident Department is responsible for the 
administrative functions. In 1951, six thousand and 
ninety-tour indigent patients made 61,662 visits. 2 
Tbe patientts eliribility fGr clinic admittance 
LS set up by a budget which is formulated by the Council 
2 Ibid 
xl 
.. 
o~ Social Agencies and used by the various, recognIzed 
clinics throughout the City. 
Recognizing the ever-increasing number o~ aged 
patients and the problems which they present, the OUt-
Patient Department has es~ablished a Geriatric Olinic to 
deal more e~fectively with the medical and social pro-
D lems which affect this group. 
The Social Service Department consists of foar 
professional workers and a supervisor. The workers are 
responsible for both hospital and clinic patients. !he 
workers carry the same services in both the hospital and 
clinic. !his serves a dual purpose, namely, continuity 
of service to the patients and medical follow-up of 
patients known to the individual worker. It is the geal 
of the Department to have 100 per cent coverage of all 
hospital service patients and 01inic patients presenting 
serious diagnoses. Other patients who appear to have 
social or emotional problems hindering their response 
to medical treatment are referred by the medical staft 
tor social evaluation in order that the information ob-
tained may be used to assist the medical team in planning 
towards full recovery. Other referrals to Social Service 
a re from patients and their ~am1lies and from other 
xl1 
... 
agencies in the community. !he worker functions most suc-
eessfully in the close working relationship of the medi-
eal team, namely, the doctor, the nurse and the social 
worker. In a medical setting, the social worker who 
e.ndeavors to fulfill her case work goals must at the 
same time meet her responsibility towards the hospital 
a nd the medical staff. 
In all general hospi tals, there is a group of 
patients which is attracting the increased attention of 
administrators, medical staff and social workers. !he 
large number of chronically ill persons in general hos-
pitals who require long term care represents a serious 
problem. 
)[ount Sinai 110spital, which is the setting of 
this study, is a general hospital and has been set up for 
the care of the acutely ill. While the social workert. 
function is to meet the patientts needs, sh. also has a 
responsibility to help the Hospital fulfill its function 
of administering care to the acutely ill. In this area, 
her efforts must be directed towards discharging the 
chronic patients as quickly as possible after they have 
recovered from the acute exacerbation and have received 
maximum benefit from--their Hospital stay. 
aHlPTER I 
CRR01UC ILLBESS AND ITS SOCIAL D4PLICATIOllS 
The word wchronic w comes from the Greek 
Chronikos, meaning time. ~Chronic Disease has been de-
tined for administrative purposes as a disease that may 
be expected to req~ire an extended period of medical 
supervision or hospital, institutional, nursing or super-
v lsory care.·l 
Chronic iavalids have been defined as those 
.persons who have been or are likely to be, incapacitated 
\ 
by disease for a period of at least three months, that 
i8, unable to follow the daily routine of the average, 
normal person, and whose incapacity will ~robably continue 
for an indefinite period. a2 
While chronicity is a relative concept, so that 
, 
no classification of disease as aoute or chronic can be 
1 Vlado A. Getting, itA Coordinated state 
Program for Chronic Illness·, Amerioan "Journal of Public 
~ealth, XL, October, 1950, 1251. --
2 Dwight H. Green, ~ture of Chronic Disease", 
Interim. Report J.2 SixtY-Fourth General .&asembly, 
SprIngfield, Illinois, June 7, 1945. 
1. 
2. 
absolute, the following differentiations between acute 
a nd chronic diseases have been made by Dr. JIaven Emers on' 
The first point in the differentiation between 
acute and chronic disease is duration of illness. 
Fundamentally, the Chronic patient differs from 
the acute in that the former suffers from a 
disease Which is of comparatively long duration, 
while the latter suffars from a disease, often 
the same disease, which is of comparatively short 
duration. One person may react acutely to a 
disease that might make another a chroniC invalid. 
~ere is no sharp dividing line between the two. 
rhe second point in the differentiation between 
acute and chronic disease 1s curability, which 
has a subtle but potent influence on hospital 
policy. !here was a time, not so long ago, when 
the mortality rate was taken as an index of the 
efficiency of a hospital. Unfortunately, a high 
percentage of cures is similarly considered in 
many quarters as an index of efficiency in a 
hospital. Obviously, institutions caring for 
chronic disease cannot show a low mortality rate 
or a high percentage of curability. !he acutely 
sick patient is, in most instances, curable. His 
p'rognosis is good. 'rile general morta11 ty rate 1s 
relatively low among acutely ill hospital patients. 
Chronic disease, on the other hand, is not only 
long drawn out, but often incurable by any known 
methods of therapy. Chronic disease is almost 
never self-limited. The prognosis is not often 
good. !he ultimate mortality xate is relatively 
high. 
~he third point of differentiation between the 
two types of patients depends upon their emo-
tional attitude. In the long-suffering patient, 
the emotional attitude is one of resignation 
(though he is not, of course, reconciled to 
his illness), while that of the acutely sick 
patient is one of aggression. In the acutely 
sick patient the battle rages fiercely, with 
a 11 offensive and defensive weapons 1n play. 
In the long-term patient the time element, as 
well as the weapons, change the pic ture. His 
problem does not have a medically urgent charac-
ter, the edge having been worn ott his signs 
and symptoms. He, therefore, does not imvite 
an bamediate response by the community. What-
ever urgency there may be to his problem is 
largely social. Provision for his care must, 
however be made, particularly in those instances 
where housing problems are involved. 
3. 
Another distinction reters to the age of the 
patient. !he maj ori ty of acutelyaick patients 
a rein the younger- decades of life, while the 
majority of chronically sick patients are 1n 
the older age groups. !he younger are naturally 
better titted to struggle with disease than 
their elders who have, in most instances, the 
handicap ot an accumulated medical history as 
"ell as age.3 
One of the principal causes of the increasing 
prevalence of chronic disease has been the advance in 
medical and surgical care which has prevented death and 
produced an aging population. 
TWo thousand years ago, the average length at 
life was twenty-tive years; at the turn of the 
century, it was torty-nine; today it is sixty-
s1x.4 
Over 1,500,000 people in the United states re-
quire long-term care because of chronic illness. In addi-
t ion to this group, there are a great many people who 
3 Haven Emerson, Administrative Medicine, 
lfew York and Edinburgh, 1941-; 97. 
4 H~ward A. Rusk, "Dynamic Therapeutics in 
Chronic Disease-, Postgraduate Medicine, V, 4, April, 
1949, 278. 
4 • 
... 
require aare because of other physical handicaps and 
Impairments, such as blindness, deafness and orthopedic 
d isabili ties. 5 
Another important cause in the increase of the 
number of the chronically ,ill is the lack of attentioD 
given to chronic disease patients. In the past, control 
af the acute infectious diseases was emphasized. With 
victory over these diseases, scientific effort and re-
search haa been directed towards the chronic diseases. 
Today acute disease is still emphasized, and time and 
money is willingly spent for victims of emergencies. 
Long-term illness, in contrast, had been treated for a 
LOng time as the stepchild of modern medicine. ITom 
the viewpoint of the physician, the long-term patient 
represents a difficult problem in medical science, re-
quiring skill, originality, sustained interest and great 
patience. In medical senools, teaching is still geared 
to acute conditions while chronic diseases are relegated 
5 Howard A. Rusk, ~namic Therapeutics in 
Chronic Disease", Postgraduate Iedieine, V, 4, April, 
1949, 2?S. 
5. 
to the back wards. 6 
The health etandards of a nation or a community 
can be measured only by the standards maintained by its 
people, and chronic diseases bring seri ous hel.plessness 
and suffering to individuals, thereby lowering the 
general health level of any community. 
A basic change is required in society·s tradi-
tional attitude towards chronic illness and its victims. 
One of the great needs is provision for total treatment of 
the chronically ill patient in terms of his Whole pro-
blem. !here must be a realization that much illness of 
this type can be prevented and that many persons hereto-
fore regarded as inevitably disabled can be rehabilita-
ted to lead useful, happy lives. This conviction is 
the starting point for any genuine program of chronic 
disease control. 
r,n order to fUlly comprehend the magnitude of 
this problem, we shoUld know something about the origin 
of chronic disease, what chronic diseases are, what 
proportions of the chronically ill become invalids, what 
6 ~urgen Ruesch, -Jastery of Long-Term Illness", 
Iedical Clinics of North America, larch, 1943, 435. 
(This book is stIrI being used as a text book.) 
effect it has on the patient, his family and the commu-
n1 ty. 
Dr. Ernest P. Boas has described the origin 
and incapacitating nature of chronie diseases as foliars, 
Chronic diseases are for the most part obscure 
1n origin, although a' number of the infectious 
diseases, in particular, tuberculosis, syphilis, 
and the several forms of rheumatism are respon-
sible for much chronic disability. Among the 
many diseases of unknown origin the most impor-
tant are diseases of the heart, arteries, kidneys 
and liver, organic affections of the nervous 
system, mental disorders, cancer, non-tuberulou8 
diseases of the lungs, such as asthma, the vari-
ous forms of rheumatism, diabetes mellitus and 
other disturbances of the glands of internal 
secretion or of metabolism. 
Physical incapaci ty ari sing from the se di seases 
1s at first insignificant but gradually assumes 
even greater proportions. In the earlier stages 
of his illness the subject of a chronic disease 
is ambulant and able to work, but gradually he 
becomes more and more disabled and eventually 
becomes an invalid.? 
The Surgeon General of the United States Pub-
lic Kealth Service has repeatedly referred to chronic 
Illness as this country's -E'waber One Health Problem-. 
T'here is hardly a family, one member of which is not 
stricken by some such illness as heart disease, 
.,. lIrnest P. Boas, The Unseen Plague Chronic 
Disease, New York, 1940, 4. -
7. 
rheumatism, cancer or diabetes. This is partly borne out 
by the fact that there are approximately ten. thousand 
people in Illinois alone who are invalids as a result 
of rheumatism or arthritis and almost that many that are 
incapacitated by heart disease. 8 
. 
Affliction with a chronic disease is too often 
considered as a part of the penalty of growing 014. 
ahronic illness covers a multitude of conditions, age 
groups and economic-social levels. A National HeaLth 
Survey conducted in 1945 showede 
!he incidence per one thousand rises sharply 
fram twenty to fifty years and much more sharply 
thereafter. For all ages, the incidence rate 
per/thousand persons is 1", and for those in 
the age group sixty-five to seventy-four, 1t 
atanda 467.1 per one thotlsand. 9 
rhe economic aspects ot chronic illness iB 
therefore emphasized. Prolonged illness produces seri-
aUB problems both to the patient, the family and the 
community. When illness occurs, there is an immediate 
8 Ellen C. Potter, "C'hroniea Can:Be Cared 
For llow·, Rospi ta18, XVIII, Jio. 5, Jray, 1944. 33. 
9' Howard A. Rusk, It])ynamic ftIerapeuties in 
Chronic Disease·, Poatgradua te )(edicine, V, 4, April, 
L949, 279. 
8. • 
... 
disruption of the routine of family life, addltlonal 
economic problems arise and must be met. Whatever funds 
may have been available at the onset of prolonged 111-
ness are seldom enough to carry a patient beyond the 
acute phase of his diseas~. 
When the wage-earner himself is ill, the prim-
~ipal Income is lost to the family, and if there are no 
savings, complete dependency soon follows. Relatives 
sometimes can help in emergencies, but cannot do so in-
definitely. If the patient is th~ wife, the husband 
may be forced to work irregularly in order to stay with 
her, or he may have to employ someone to help in the 
home. It might even become necessary to board out his 
children. !his puts an additional strain on his income, 
which In'a large measure is being used to pay current 
medical expenses. Among the poorer classes these dif-
ticulties are accentuated and chronic illness leads to 
economic catastrophe. Even families of the so-called 
middle class experience great difficulty in~lnancing 
the cost of chronic 111ness, and are gradually pushed 
to destitution by the continuous financial drain ot 
chronic Illness. 
A short term illness mayor may not be an 
... 
expense to the patient, but a long drawn out illness is 
a lmos t always an expense to the c oDlllluni ty. 
7oday, in a period of full employment, the big-
gest single factor creat'iDg need for assistance among 
~amilies throughout Illinois is chronic invalidism. A 
. 
report given by Klss Edna Nicholson, Director ot the 
ahicago Oentral Service for the Chronically Ill, on 
April lOth, 1945, estimates that there were twenty-five 
thousand to thirty thousand invalids in Illinois who were 
in need of financial help in meeting the cost ot adequate 
medical care, or would be within the immediate future. lO 
A study made in 1947 by the ottice of the 
:mxecutive Secretary ot the Illinois Public Aid Co.-
mission revealed that twenty-three per cent of all pub-
lic assistance reCipients were chronic invalids and that 
this group accounted for over $25,000,000 of the state's 
alUlual expenditures of $105,000,000 for all types ot 
10 Dwight H. Green, -Nature of Chronic 
l>1sease-, Interim Report II Sixty-Fourth General Assembly, 
Springfield, Illinois, June 7, 1945, 8. 
... 
11 public assistance. 
10 • 
rt is quite evident from these figures that 
the entire community feels the impact of chronic illnesa 
both directly and indirectly. The loss of the produe-
tive capacity of any of its members is a serious 108a 
. 
to the community. Added to this is the ill-health, 
juvenile delinquency and other child-care problema 
arising from homes broken or disrupted by invalidism 
a nd death. "e must realize the far-reaching effeot of 
this problem as demonstrated by the heavy economic load 
which the communi ty must bear in supporting families who 
have become dependent beoause of illness. 
rt is estimated that in Chicago and Cook County, 
the annual cost of care for invalid persons during 194T 
amounted to approximately fifty million dollars. Many 
of these persons were oared for in their own homes, 
others were soattered throughout the community in nursing 
homes, hospitals, homes for the aged, the Homes for 
Incurables, the County Infirmary at Oak Forest, and 
, 
1.1 Raymond M. !lilliard, -Chronic Illness-, 
!urvel lUdmonthlz, November, 1949, 30? 
11. 
e Isewhere.12 
Every individual is a potential factor in the 
aommunity. He is either productive or non-productive, in-
dependent or dependent. Since" ••• the goal of medi-
cal care is to maintain and restore the cnronically i11 
as independent and self-supporting members of the commu-
nity,.-l3 adoption of a new approach to cilronic illness 
Is essential. Such an approach should include appro-
priate emphasis on prevention of chronic ll1ness; on 
continued study of its causation; on earty detection, 
diagnosis, and treatment; and on planned convalescence 
and rehabilitation. 
The aspect of rehabilitation cannot be over-
emphasized. In chronic disabilities in which corapl.te 
restitution to normal can no longer be expected, medical 
treatment shoUld be directed to arrest the progress of 
disease, and to enable the patient to maintain or resume 
12 Leo K. Lyons, "Resume of the Problema of 
Chronic Illness", lfospital Couneil Bulletin, Chicago, 
~anuary, 1947, 13. 
13 ~oint statement of Recommendations, 
·Planning for the Chronically 111'-, Journal of the 
American Xedieal Association, 135, OCtober li; 1947, 
344. 
12 • 
... 
his accustomed place in society and in his family. The 
patient must be taught to regard his illness not as the 
~ocus of his life, but as a handicap to be overcome. 
Often a patient is advised to leave work and to devote 
his whole time to his cure, When it would be far better 
to keep him at his occupation, and to teach him how to 
a dj"ust to his disabilities. If gainful work and inde-
pendence are no longer possible, the attempt still must 
be made to preserve the patient's ego, by keeping him 
sel:t-reliant. The arthritic or paralytic frequently de-
rives more benefit from the use of his crippled limbs and 
5 tiffened JOints in routine tasks and caring for hiB 
p-ersonal needs, than he does from the physiotherapy. 
Vi th a non-sentimental optimism and a fixed determina-
t1on, both on the part of the physician and the patient, 
the utmost in rehabilitation can be achieved.14 
The psychological approach to the pa tient and 
his problems is particularly 1mportant 1n the management 
of long-term patients. FUndamental to all treatment 1s 
the bas1c realization that the patient must be treated as 
1.4 lIrnest P .. Boas, The Unseen Plague Chronic 
,Illness, lfew York, 1940, 22. -
13 • 
... 
an individual and treated as a whole. "Man is a unity 
of mind and body, and medicine must consider this unity.nl6 
Chronic illness has a prfound effect upon the patientts 
external life, on his oooupation, his eoonomic status, on 
his family relationships, on his daily habits and social 
. 
intercourse. Often, the patient is overwhelmed by the 
necessary readj ustment of his mode of living and becomes 
extremely insecure and anxious and needs reassurance. 
Patients with disabilities and impaIrments 
tend to suffer from isolation and feelings of inferiority 
and need sympathetic understanding and help. This re-
quires Dot only understanding and patience but also 
time. 
The psyohologieal management of anxiety is 
the most essential therapeutio step in any disease. 
While happiness and joy of Ii ving depend upon freedom 
from anxiety, the stresses and strains caused by anxiety 
have negative effects upon the physiological proaesses 
in the body. Every physician attending to chronic 
diseases has to be aware of and has to depend upon 
1..5 Go. Ganby Robinson, The Patient A!. ! Person. 
New York, 1939, 423. 
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management of anxiety for achieving results with his 
patients.16 This presupposes a good doctor-patient re-
lationship, which represents one of the principal tools 
to induce the patient to use his invalid body the best 
he can. This relationship was more easily achieved in 
the days of the family doctor, who knew much about the 
. 
patient and his family, and often acted in the capacity 
of advisor. He treated both the disease and the patient. 
Traditionally, the physioian has always had an interest 
in the social factors of the patient's i11ness, but his 
primar,y professional ooncern is the patient as a physi-
cal organism. Today, in an era of specialization, 
particularly in an urban community, the doctor's time 
ls greatly utilized in the medical care of the patient. 
He devotes a great deal of his time to free clinics, to 
research and to his private practice. This leaves him 
little, if any, time to devote to the social and emo-
tional problems of the patient. 
The medical social worker of today has taken 
on some of the functions of the general practitioner, 
1.6 J"urgen Ruesch, "](as.tery of Long-Term 
1:l1ness·, J(edical Clinics of North America, ]larch, 1943, 
442. -
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Ilupplementing the work of the doctor. 
The needs of the sick are rarely simple; more 
often, they are complex and require several kinds of help 
at the same time. To help a person towards full recovery 
depends upon a number of thingsl the nature of the ill-
ness itself, the kind of person Who is ill, the social 
Iletting of which he is a part, and the resources that are 
available to him. 
~he medical social worker discovers the socia1 
~orces that modify disease in the individual sick and 
tries to mold the environment of the sick person to the 
end that it may favor a speedy and complete recovery. 
She also teaches the patient to adj ust to his illnesa. 
Hedical social work is the application of soeial case 
work to medical service. 17 The focus in social oase work 
ill on helping the individual make the best possible use 
of himself and his potentialities within the soeial world 
. 18 
of which he is a part. 
17 E:rnest P. Boas, 1!!!. Unseen Plague Chronic 
Illness, Rew York, 1940. 
~8 Harriett M. Bartlett, Some .Aspects of 
Social Casework!!.!. )[edioa1 setting, Chicago, 1942. 
263. 
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The medical social worker always starts with 
80me understanding of the underlying medical problems 
secured from the doctor, but her primary professional 
c: oncern is the per"on and the social factors in the 
patientts si tuatl on, particularly those factors that 
. 
have some bearing on the illness. !he implications are 
that there is something within the patient himself or 
wi thi. his environment that is contributing to his i11-
ness or that prevents him from traveling a smooth course 
from illness to physical recovery and from physical re-
covery to restoration to social functioning. There might 
be something in the nature of the illness itself that 
threatens serious and destructive consequences to the 
patient or the pattern of living he has established for 
himself. Thus we see that if treatment of a medical pro-
blem is to be successful in terms of the life career of 
the patient, it must frequentlY include consideration and 
treatment of the social factors interwoven with it. 
The. medical social worker functions as an in-
tegral part of the -.edical team-. Rer contribution 
differs from the services offered by the doctor and the 
nurse, in that she approaches the patient and works with 
him as a person in a social ~ituation. She includes his 
17. 
~ami17 and the community implications of the problem in 
her consideration of the situation. 
Another contribution by the medical social 
worker is that of interpreter. Within the hospital 
where she practices, she interprets the doctorts medical 
recommendations to the patient, and the patient and his 
social situation to the doctor and other hospital per-
sonnel. Outside of the hospital, she interprets medical 
recommendations, including restrictions and changes i» 
living habits to the patientts family and to the commu-
nity. 
This role is exceedingly important in relation 
to chronic illness. The Chronic sick demand much more 
time of the medical social worker than the acutely ill, 
because a larger proportion require assistance in becoming 
adjusted to their disabilities. A great deal of her time 
is spent in making adequate plans for the family during 
the patient's hospitalization. This is especially true 
if the patient is the wage earner or the mother in the 
family. Yith limited facilities for the care of the 
chronically ill, the medical social worker is often 
handicapped in making the best plan for the patient. 
This places a greater responsibility on the worker for 
18 • 
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preparation and interpretation to the patient and the 
family. The medical social worker must then be able to 
help the pat1e nt aocept separation from the hospital to 
a new environment. (The chron1cally ill who have been 
hospitalized for a given period of time and have found 
. 
a oertain measure of sec~lty within this setting find 
it more difficult to make this move. !hey require 
patient understanding and support. I.t is clearly evi-
dent that the medical social worker bas a definite area 
of function in a medical setting, particularly in re-
lation to the problem of chronic illness. 
... 
CHAP'fmR II 
DESCRIPTION OF PATIENTS 
The patients included in this study have tWG 
things in common; they are medically indigent and they 
are considered chronically 111 because of their period 
of hospitalIzation. There are, howeTer, wide variances 
In this study group, particularly in relation to the 
ages of the patients, their medical conditions, and 
their attitudes i& relation to discharge plans. 
The statistical data secured from the medlca~ 
and social service records of patients included in this 
stttdy will give us a description of these patients. 
This will enable us to better understand the attitude 
of the patients and their families in relation to dis-
c-harge plana. 
This study includes 127 patients who wera hos-
pitalized for a period of four weeks or longer during 
1951. Out of this group, fourteen were negro patients 
and 113 were white patients. This figure may be ac-
counted for by the fact that negro patients wilh illness 
involving long peri ods of hospi talizati on are often 
initially referred to Cook County Hospital. While the 
19 
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nttDlber of negro patients represents approximately eleven 
percent of the total study group, it is of particular 
significance to the medical social worker 1n relation 
to discharge plans. !he facilities for post hospital 
care, such as convalescent ,homes and nursing homes, are 
extremely limited for the negro pa t1ent in Ch1cago. 
Another factor which complicated discharge plans was the 
poor and crowded housing of these patients, which was 
not conduc1ve to either convalescence or nursing care 
in the home of the patients. 
TABLE I 
CLASSIFICATION ACCORDING TO RACE 
Race 
-
White 
Negro 
Total 
• • • • • • • • • • 
• • • • • • • • • • 
• • • • • • • • • • 
Yrequency 
113 
-ll. 
12' 
Another factor which had some bearing on dis-
c.harge plans was the religion of the patients in the 
study group. Patients of different cultural and racial 
backgrounds feel insecure when placed in homes or 
21 • 
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institutions ~oreign to that background. l Many patients 
o~ the JewiSh faith would not accept care at any insti-
tution which did not maintain a Kosher dietary. This 
presented serious complications because of the limited 
convalescent and partieula~ly nursing facilities which 
maintain such a dietary. ~ighty-four patients, or ap-
proximately 66 percent were of the Jewish faith. 
rhe religious factor was also a serious con-
sideration in discharge plans for some of the twenty-
~ive Catholic patients included in the group. Some at 
the patients, realizing the seriousness of their illness, 
.... ere anxious to be placed in Catholic c0J!1Vale8cent or 
aursing homes. The problem of limited Catholic facili-
ties complicated discharge plans. 
L Harriett M. Bartlett, Some Aspects of Social 
gasework i!~,Kedical setting, Chicago; 1949, 25:-
TABLE II 
CLASSIFICATION ACCORDING TO RELIG lOll 
Religion 
~e1fish 
Oatholic 
:rreg,uenCl 
• • • • • • • • • • • 
• • • • • • • • • • 
84 
25 
Protestant • • • • • • • • • 1:8 
-
Total. • • • • • • • • ••• IJ?7 
22. 
O~ the 127 patients studied, the female patients 
showed an increase over the male patients by seventeen. 
this seems to coincide with a report given by Kiss Edna 
Nicholson, Director of the Central Service for the 
O'hronieally III of Chicago, in which she states that, 
.chronic illness tends to strike men and women equally, 
but that women outnumber men in the higher age group o~ 
the population where the incidence of chronic illness is 
highest. ,,2 
2 Edna Nicholson, WVariables in Planning Long-
Term Care", Rospital~, XX, Yebruary, 1948, 64. 
... 
TABLE III 
CLASSIFICATION ACCORDING TO SEX 
Sex :rresuencz 
*le • . • • • • • • • • • 55 
Female • • • • • • • • • • 'l2 
-
Total • • • • • • • • • • • 127 
23 • 
rable IV represents the marital status of the 
patients. In this group, forty-six patients, or appr'oxi-
mately 36 percent, Yere married, thirty-seven patients 
Qr 29 percent were single, thirty-three patients were 
widowed, and eleven patients were separated. 
Dietetic management is always essential in the 
treatment of illness. This is especially true of chronic 
disease. Many of the patients included in this study 
were particularly restricted to special diets. It is 
of significance to the social worker that patients 
living with their families are better able to adhere 
to dietary regulations. Patients living alone have 
greater difficulty in adhering to diets since these 
patients usually maintain a sleeping room and eat their 
meals out. In assisting the patient in making discharge 
plans, consideration must be given by the medical social 
24. 
worker to this particular aspect of the patient's medical 
follow-up. 
TABLE IV 
CLASSIFICATIOIi ACC.ORDIEG TO KARITAL STATUS 
J[arl tal sta tua Frequency 
Drried •• • • • • • • • • • • • • 46 
Single • • • • • • • • • • • • • • 371 
Widowed. • • • • • • • • • 
Divorced or Separated • • • 
• • • • 
• • • • 
33 
11 
-
T ota1 • • • • • • • • • • . . • • • 12'1 
Another important factor to be considered ift 
relation to discharge plans was the living arrangement 
of the patients, prior to their admission. Did they 
have families? Did they live with their families prior 
to admission, and if so, could they return to them? If 
not, where could they hope to go when they left the 
hospital? 
WThe patient does not exist by himself but as 
a member of a family • • • The family is the unit o~ 
Lllness, because it is the unit of liTing.~ It became 
3 Henry B. Richardson, Patients Rave !amilies, 
Rew York, 1945, 94. 
25 • 
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important, therefore, to consider the patients as members 
of family units in relation to discharge plans. 
rhe largest number of this group, namely, 
forty-six patients, were married and lived with their 
spousea. They had definite family responsibilities and 
their illness was a serious factor in the economic and 
8' ocial securi ty of the family uni t. The next largest 
group numbered forty-one patients, and these lived with 
relatives. 
Fourteen of this group were children, eleven 
of whom returned to their homes. Discharge plans for 
the remaining three included foster home placement and 
further hospitalization for a speeialiaed type of sur-
gery. The remaining twenty-seven patients living with 
relatives included single adults, patients who were 
widowed, divorced or separated. In this group .. are in-
cluded patients who were living wi th children, both 
married_ and single. these people were also part of a 
family unit and were linked together by resitence or kin-
ship. 
There was a total of twenty-niRe patients 
living alone, ranging in age from thirty to eighty-nine 
years. All but four patients were elderly, ranging in 
26 • 
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age from fifty to eighty-nine years. This age faetor 
was of particular significance to the social worker in 
regard to discharge plans. Some of these patients could 
not return to their former mode of living. Some of these 
patients did not have any relatives or close friends, 
and this further complicated discharge plans. With com-
munity facilities as limited as they were, the chroni-
cally aged presented even more complications in relation 
to a dequate discharge plans. 
Six were placed in the category of ·Other". 
These patients had lived in old peoples t homes prior to 
their admission, five of whom were able to return to 
these homes. The sixth patient was not accepted by the 
home after discharge, and it became necessary to make 
other plans. 
Five patients, classified as living with 
friends, had no family ties. 
Summarizing, a total of eighty-seven patients 
patients or 68 percent of this group were living with 
their families and had some family responsibilities. 
... 
TABLE V 
CLASSIFICATION ACOORDING TO 
a? 
!£.ARITAL STATUS IN RELATION TO LIVING ARBANGEJmNTS 
StatuI in To- MARITAL 
HousehOld tal Sepa-
Single lIarried Widowed Divorced rated 
Total 127 37 .46 33 8 3 
Living with 
Spouse 46 0 46 0 0 0 
Living with 
Relatives 41 22 0 15 
" 
0 
l;.iving with 
Yriends !5 3 0 0 2 0 
Living alone 29 9 0 15 2 3 
Other 6 3 0 3 0 0 
The ability of thepatlents to meet any or all 
of their financial needs after discharge from the hos-
pi tal must be c onsidered at the time of discharge plan-
ning. Table VI indicates that fifty-one patients had 
already exhausted their resources and were being subsi-
dized by agencies in the community. Fifty-two patients 
were also being assisted financially by relatives and 
friends. Only twenty-four patients had private income, 
including old age and survivors' insurance benefits. 
As pointed out in the pre~ious chapter, the 
28 • 
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continueus financial drain of chronic illness inevitably 
leads to destitution. This table bears out these 
findings, in that a total of one hundred and three pa-
tients or 80 percent were completely dependent finan-
oially. 
'1' ABU: VI 
CLASSIFICATION ACCORDING TO SOURCE OF INCOD 
Source of Income Frequency 
Private Income • • • • • • • • • • • 24 
Agency. • • • • • • • • • • • • •• 51 
Jamily or Friends 52 
-
• • • • • • • • • 
Total. . . • • • • • • • • • • • • • 1-2'7 
One of the important aspects in discharge 
planning is medical follow-up. The basic characteristic 
of chronic diseases is their long duration. While symp-
t oms may be continuous or remittant, all chronic 
diseases require medical supervision or care, lasting 
over a period of months, years or an entire lifetime. 
It is, therefore, of significance to the social worker 
to knaw the sources of referral of the patient to the 
hospital. 
In the following tabl,., the largest group of' 
29 • 
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patients, numbering sixty-three, were known and referred 
to the Wospital from the Clinic. These patients pre-
sented no particular problem in the area of medical 
follow-up. All patients who were ambulant were followed 
up in the Clinic, and those who were not ambulant for a 
specified period of time were seen in their homes by 
one of the doctors in the Home Medical Service .. avail-
able to service patients of the Wospital. 
The forty-one patients referred by private 
doctors were referred back to their doctor for medical 
follow-up. The seventeen patients who were hospitalized 
as emergencies directly from the Emergency Room of the 
Hospital presented problems in medical follow-up. 
rt was necessary for the medical social worker 
to explore the source of previous medical care of these 
patients to ascertain Where to refer them for medical 
follow-up. Contacts had to be made with either the 
clinic or the private doctor who had previously known 
these patients to insure continuity of medical care. 
The six patients referred by agencies presented 
no particular problem in relation to medical follow-up. 
These patients were referred from the Home for Aged 
~ews which has its own staff physicians. 
... 
TABLE VII 
CLASSIFICATION ACCORDING TO SOURCE OF REF.iRRAL 
Source of Referral Frequency 
Clinic • • • • • • • • • • • • • • • • 63 
Emergency Room • • • • • • • • • • •• 17 
Private Doctor .... • • • • • • • • • 
Agency • • • • • • • • • • • • • • • • 
Total • • • • • • • • • • • • • • • • 
41 
6 
-
L27 
crhronic disease has often been considered 
30 • 
synonymous with old age. While many of the degenerative 
diseases are part of and associated with the aging pro-
cess, it is an error to consider that chronic disease 
is merely a problem of old age. According to Kilton 
Terris, 
It was discovered in the National Health Survey 
that more than three-fourths of the persons with 
chronic disease and two thirds of the invalids 
were in the fifteen to sixty-four year age 
group. More than one-half of the persons with 
chronic disease and one-third of the invalids 
were under the age of forty-five, while 10" per 
cent of the persons with chronio disease and 
13 per cent of the invalids were under twenty-
five years of age.4 
~ Ellton Terris, -Chronic Il1ness-, Social 
York Yearbook, 1949, Ill. 
... 
~able VIII gives the ages of the patients ill 
ten-year periods. The number of patients 1s too small to 
be statistically significant, since the age distribution 
in any general hospital follows that of the general popu-
lation. However, the study group bears out the fact 
that chronic disease is not exclusively one of old age. 
Sixteen children under the age of twenty years were in-
cluded in our group. This is ot particular social signi-
ficance to the social worker. Discharge plans involved 
consideration of patients' needs, medical follow-up, 
including serious consideration in relation to rehabili-
tation and restraining. It was also necessary for the 
social worker to give interpretation, assurance and 
support to the parents. The needs of this group of 
patients is more aptly pointed out by 'I. Palmer Dearingl 
Many at these young people can be treated 
successfully, but often at considerable ex-
pense to their families and to the c~anity. 
Others, less fortunate, require special educa-
tional programs and placement services if they 
are to lead adjusted, useful lives. Each time 
the community allows one of these young people 
to spend his entire life in inactivity, it 
sacrifices nearly fifty man-~ears of productive 
effort and contented living.O 
5 Y. Palmer Dearing, -Chronic Illness - The 
Nation's Number One Kealth Problem-, J8~ional Conference 
.2! _S.;.o.;.c_ia~l York, New York, 1950, 142. 
32. 
~hirty-one patients, ranging in age from 
twenty to fifty years, represented patients chronically 
ill in the most productive phase of their lives. The 
age ~actor is important to social workers in regard to 
~amily responsibilities. Chronic illness in the bread-
winner or homemaker may not be completely disabling. 
~owever, it frequently does cause loss of earnings and 
requires expensive treatment at the period of life when 
~amily financial burdens are greatest. Serious chronic 
disease often reduces the economic status of the family 
and disrupts family organization. 
Xighty patients, approximately 63 per cent of 
the total study group, were elderly, ranging in age from 
~ifty to eighty-nine years. The age factor presented 
serious discharge problems in relation to financing 
convalescent or nursing care. Chronic disease among the 
older population comes at a time when their incomes are 
reduced, and the vast majority do not have the resources 
to obtain the treatment and the related services they 
need. Frequently they become economic burdens on chil-
dren who are trying to provide for their own families. 6 
6 Ibid., 143. 
... 
'!ABIJS VIII 
aLASSIFICATIOH ACCORDING TO AGES OF PATIENTS 
Ho. of' Patients ~ 
14 • • • • • • • • 1 month - 10 years 
2 • • • • • • • • 10 - 20 years 
9 • • • • • • • • 20 - 30 years 
9 • • • • • • • • 30 - 40 yeare 
13 • • • • • • • • 40 - 50 years 
17 • • • • 
31 • 
29 • 
• • • 
• • • 
3 • • • • 
-
• • • • 50 - 60 years 
• • • • 60 - 70 years 
• • • • 70 - 80 years 
• 80 - 89 years • • • 
127 • • Total Ho. of Pa tlents 
33 • 
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CHAPTER III 
TEE :MEDICAL SITUATION OF THE PATIENTS 
The modern practice of medicine is character-
i zed by the exercise of t,amwork in which the doctor 
assumes leadership and the other professi~nal personnel 
in the medical organization accept direotion and super-
Tision from him. 
The speoial contribution of the medical social 
worker in this area lies in the relating of medical and 
social problems conneoted with the medical care of the 
patients. The worker explores the situation with the 
patient and brings pertinent social and emotional faotors 
complicating the illness to the doctor so that the tota~ 
patient may be treated, not the disease alone. In or der 
for the worker to make this contribution effectively, 
ahe must have some basic knowledge regarding health and 
disease, medical practice, understanding the factor of 
the emotions and the meaning of behavior i8 illness • 
. ~fore the social worker can exp~ore the social 
situation, it is necessary for her to know as much as 
34. 
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possible about the patient's medical condition. 
Ve are concerned particularly in knowing 
about the medical conditions of the patients in the 
35 • 
study group. What exactly were the medical problems 
presented by the group? What relationship did the age 
incidence have to the disease, if any? 
The following classifioation is not intended 
to be a complete classifioation of medical diseases. 
It 1s an attempt to list the cases seleoted for this 
study in general categories of medical conditions. 
Health is a condition in Which the organism 
Is in complete adaptation to its surroundings.l This 
def1ni tion was a dhered to in t he designation of these 
cases as diseases; surgical problems and injuries were 
also inoluded. A disease is that condition as a result 
of which the organism Buffers from discomfort. 2 
rnfectious Diseases include a single case ot 
each of the followinga Tuberculosis of the Hip, Rheu-
matic Fever, Acute Myelitis, Keningo-Encepbalitis and 
1. William Boyd, Textbook .2! Pa tholof}Y, 6th 
lIdition, Philadelphia, 1947. 
~L Ibid., 13. 
r 
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Chronic Pelvic Inflammatory Disease. 
Diseases due to Physical and Chemical Agentsl 
Included are· three cases of burns and one case of frost 
bite, resulting in bilateral amputation of both legs, 
below the knees. 
Diseases of Metabolism. Diabetes Mellitus was 
the major diagnosis in each of these cases. One of these 
cases was complicated by Iiypertensive Heart Disease and 
an Infection of a Toe. Another of these cases had the 
multiple diagnoses of Diabetes Mellitus,. Kultiple 
Sclerosis and Rheumatic Heart Disease. 
Diseases of the Digestive Tract, Included are 
two cases ot Bowel Obstruction, four cases of Peptic 
Ulcer, two cases of Ulcerative Colitis and two cases of 
Gall Bladder Disease. 
Respiratory Diseases' Included are three cases 
of Chronic Bronchitis and one case of fungus disease of 
the lung, known as Moniliasis. One of the cases of 
Chronic Bronchitis is complicated by a Lung .Abscess. 
Genlto-Urinarya Included are two cases of in-
fection of the kidney called Pyelonephritis. Calculi of 
the Urinary Bladder and of the Ureter comprise two other 
cases. Benign Prostatic HYpertrophy is the fifth case. 
r 
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The case of Bladder Calculi had an Adenoma of the Pros-
tate Gland as an accompanying diagnosis. 
Diseases of the Blood: Included are two cases 
of Hemolytic Anemia. The third case is a case of 
Brythroblastosis Fetalis, a disease involving the incom-
patibility of blood factors between the newborn child 
and his mother. Hemolytic Anemia is of two types, 
Acquired and Congenital, and in this table we have an 
example of each type. 
Cardio-Vascular Systeml Included are ten cases 
of Organic Heart Disease with saae degree of Congestive 
~eart Jailure. There are ten cases of Coronary Heart 
Disease with MYocardial Infarction, four cases are Cere-
bral Vascular Accidents, either hemorrhage into the 
brain tissue or emboli to the vessels of the brain. One 
case is diagnosed as Luetic Heart Disease. There are six 
cases of Peripheral Vascular Disease, either arterial or 
venous insufficiencies. The final case of Polyserositis, 
a generalized disease Which involves effusions of fluid 
into the serous cavities of the body, namely, the 
Pericardium. 
Endocrine: Included are cases of Thyrotoxi-
cosis, a very serious condition of the thyroid gland ia 
r 
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which a toxic product is eliminated into the blood 
stream to exert a severe effect upon the metabolism and 
of the Cardio-Vascular System of the individual. One 
of these eases was complicated by pregnancy. 
Locomotor Syste~1 These include problems of 
muscles, bones and joints. Included are two cases of 
Arthritis, one case of Chronic Bone Disease and fifteen 
fractures. lIve of this group were Fracture of the. Hip, 
a condition which occurs frequently in the aged group. 
One of this group is a Post Poll~elitls. 
Iervousl One of these cases is Psychoneurosis 
and the other is Encephalomalacia, a condition of 
softening of a portion of the brain in a sixty-eight 
year old, secondary to a poor vascular supply to that 
area. 
Ialignanciesl Included are six cases of car-
cinoma of the lower portion of the colon, including the 
rectum. One of the cases 1s one in which there is also 
a malignancy of the ovary. There are two cases of 
Carcinoma of the Stomach; one case of carcinoma of the 
~sophagus; one case of Carcinoma of the Oervix, one case 
of Caroinoma of the Breast; one case of Carcinoma of 
the Pharynx; one case of carcinoma of the-Lung; one case 
r 
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of Carcinoma of the Bladder; one case of Carcinoma of 
the Kidney and a single case of ~mphosarcoma. 
Kewborna Included are one case of Congenital 
Megacolon and one case of Mongolism. Rrythroblastosis 
Yetalis mentioned as a Disease of the Blood, Is also one 
of the diseases of the newborn. 
Eyet Included are two cases of Cataracts in 
the aged group past the sixth decade. 
'Skin. Among these cases is a single case of 
~xfoliative Dermatitis, a single case of Ieurodermatitis 
a nd two cases of PemphIgus. 
Others. Included are three cases ot DIaphrag-
matic Hernias and one case of Strangulated Inguinal 
~ernia. There are two cases of Benign Tumors of the 
Breast and of the Stomach, respectively. The remaining 
three cases are undiagnosed. 
SurTeying the classifications, we find three 
categories outstanding in incidence. They are Diseases 
of the Cardia-Vascular System, Diseases of the Locomotor 
System and Malignancies. Diseases of the cardio-
Vascular System include mainly the Cerebral Vascular 
~ccidents (Strokes), Arteriosclerotic Heart Disease, 
and Hypertensive Heart Disease, accounting for thirty-two 
r 
patients. In addition to the above classification, nine 
of these patients also were sufferers of Diabetes Melli-
tus which complicated and aggravated their cardiac 
C ondi tion. 
Diseases of the Locomotor system accounted 
for seventeen patients and included probLems of muscles, 
b ones and j o1nts. The cases in this category included 
two cases of Arthritis, one case of Chronic Bone Disease 
and fifteen fractures. Five of this group were cases 
of Fracture of the Hip, a condition which occurs fre-
quently in the aged group. 
Sixteen pa tients in this group were suffering 
fram Malignancies, as more specifically defined in the 
preceding classifications. These categories partly 
coincide with the findings of Dr. Edward J. Stieglitz 
who states thatl 
The most common and significant of the long-
term illnesses are those commonly designated 
by the term, -degernative diseasel, These in-
clude four major groups: Circulatory Disorders, 
Metabolic ~isorders, Malignant Tumors, and the 
Arthrides. 
3 Bdward J. Stieglitz, -Iedicine in an Aging 
Popula ti on-, Medical Clinic s .2! North America, 
Philadelphia and ~ndon, 1949, 300. 
r 
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The three large categories of the study group, 
namely, Diseases of the Cardio-Vascular System, Diseases 
of the Locomotor System and Malignancies, accounted for 
sixty-five patients, or 51 per cent, of the total number 
of patients studied. 
The ne dical diagnoses and disabilities of the 
patient are of particular importance to the social worker 
in discharge planning. WIth this in mind, ideally she 
should then explore community resources to meet (he 
vatientts particular needs. However, with the limited 
convalescent and nursing facilities, this goal is not 
always obtainable. From the disease classification of 
our study group, many serious complications arose in 
discharge planning. 
To cite a few examples, the patient who had 
bilateral amputation of both legs required nursing care 
~acilities whioh had a retraining and rehabilitation 
program. 
Some of the patients who had suffered from 
cerebral vascular accidents presented the same type of 
problem complicated by the fact that some of these pa-
tients were incontinent for urinary and bladder control. 
One patient was an extremely obese woman and moving or 
r 
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ri~ting her out o~ bed presented an additional problem 
in finding an adequate nursing home. 
Some of the patients suffering from fractures 
were elderly. These patients heal slowly and are dis-
abled ~or long periods of ,time. Discharge planning ~or 
these patients, in addition to convalescent care, in-
cluded training in learning to use crutches without 
bearing weight on the fractured limbo 
Some of the patients suf~ering ~rom cardiac 
conditions and malignancies also presented serious dis-
aharge problems. 
~ummarizing, discharge plans were complicated 
by the ~act that these patients required a specialized 
type of service in a convalescent or nursing home. 
Furthermore, convalescent or nursing hame facilities 
with specialized programs were exceedingly limited and 
expensive. 
r 
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TABLE IX 
CLASSIFICATION ACCORDING TO AGE INCIDENCE AND DISEASI 
AGE OF PATIENTS BO. OF 
DIAGNOSIS a-25 25-50 50-65 65-75 75' PTS. 
Infectious Diseases :5 2 5 
Diseases Due to Ptlysi-
. 
cal and Chemical Agent ~. 2 2 4-
Diseases of Ketabolism 2 2 :5 , 
Diseases of the 
Digestive System 1 5 1 2 I 10 
DC!seases of the 
Res~iratory Jttstem 2 I 1 4. 
DIseases of' the 
Genito-Urinary System 2 I 2 5 
Diseases of the Blooel 2 I :5 
D'iseases of the 
a'ardio-Vascular System. 2 8 19 3 32 
Diseases of the 
Endocrine Glands 1 4. 5 
Diseases of the 
Locomotor System 8 1 :5 4 1 1"l 
DIseases of the 
Nervous System 1 1 2 
l!alignancies 1 2 1 8 4. 16 
Diseases of 
the Newb orn 2 2 
Diseases of 
the Eyes 1 1 2 
Diseases of the Skin 1 2 1 4 
Others. Hernias, 
Benign Tumors and 
Undiagnosed Cases 3 4. 1 1 9 
TOTALS 19 27 27 42 12 127 
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Rospi tal care f'or the chronic sick is one of' 
the most urgent problems of' medical organization today. 
There are two schools of thought in regard to 
the type of hospital care deemed necessary for the 
e:hronically ill. Dr. ,X. M. Bluestone statest 
The hospital bed, which is one of the most pre-
cious resources at our disposal for the care of 
the Sick, may be used or misused, depending upon 
whether or not the patient who occupies it requires 
intensive scientific care in a hospital. Hospi-
tal care is, moreover, an expensive type of 
aedieal care and should therefore be limited to 
the sick who cannot obtain it otherwise. If 
they can obtain good medical care in any other 
way, they have no place in a hospital. The in-
discriminate assignment of hospital beds regard-
:tess of actual need is based on a misunder-
standing as to the other possibilities for 
medical care which can be made available in a 
community. If the use of hospital facilities 
Is restrioted to those Who require intensive 
scientifio care, we shall find that more hospi-
tal beds are available for more people. 
The place of the long-term patient, hitherto 
known as the chronic patient, in the modern 
h ospit al will be more secure in our planning 
if we restrict the use of hospital facilities 
to those who need them. The time has come when 
the hospitalization of the short-term and the 
long-term patient no longer depend on the dura-
tion of illness. Both types of patients must 
be integra ted in the general hospital on a 
continuing basis, so long as the need for 
active hospitalization can be proved.4 
4. E. M. B,luestone, -The Place of the Long-Term 
Patient in the Modern Hospital-, Bulletin, American Col-
lege ..2! Surgeons, Chicago, .lune, 1946, '1. 
.. 
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According to Jral'1 C. J"arrett. who made a sur-
vey of the problem of chronic illness in New York City, 
patients requiring treatment for many months cannot be 
cared for advantageously in the same hospital wards with 
the acutely ill. It is also her opinion that patients, 
who remain in a hospital for months and for the most 
part are not suffering acutely, should be in a differ-
, 
ent atmosphere from those who are extremely ill.5 
This opinion is shared by many hospital ai-
ministrators and is partioularly stressed today because 
of the acute shortage of hospital beds to care for the 
acutely ill. Hawever, there is agreement in the think-
ing that patients afflicted with long-term illness who 
need intensive medical care for an acute exacerbation 
ot the chronic illness ShOUld be cared for in general 
h ospi tals. There is also agreement and much feeling on 
the part of the hospital administrators that these pa-
tients should not remain indefinitely in general hospi-
tals, and that planning for prolonged illness beyond 
the acute Phase must be made available to these patients 
5 lfary C. J"arrett. Chronic Illness !!!. ~ 
York City, 11, New York, 1933, 1. 
elsewhere in the community. 
Another very important consideration, in re-
lation to the length of hospitalization of the study 
group, is the cost of this type of medical care. Hos-
pitalization is very cost~y as evidenced by per diem 
cost. In 1951, the per diem cost at Mount Sinai 
ffospital waa $18.88. In 1952, it is haa increased to 
$21.53. From this figure and from the following table, 
it is of particular significance to the social worker 
that this type of care is extremely costly to patients, 
their relatives and to the community. 
Twenty-eight patients, or approximately 22 
per cent, of the total study group were hospitalized 
from sixty to 203 days. The remaining ninety-nine 
poatients were hospitalized from thirty to sixty days. 
Aside from the cost, another significant factor of long 
periods of hospitalization is that it tends to fixate 
the patient. This has special meaning to the social 
worker in discharge plans, as she must help the patient 
accept separation from the hospital. 
.. 
TABLE X 
CIASSIFICATION ACCORDING TO DAYS HOSPITALIZED 
Ro. of' 
Ratlents 
57 • • • 
24 ••• 
• • 
Days Hospitalized 
• • • • • • • • • • • :5 0 - 40 
• • • • • • • • • • • 40\- 50 
• • • • • • • • • • • 50 - 60 18 • 
12 • • • • • • • • • • • • • • 60 - 70 
5 • • • • • • • • • • • • • • 70 - 80 
5 • • • • • • • • • • • • •• 80 - 90 
2 • • • • • • • • • • • • • • 90 - 100 
1 • • • 
1 • • • 
1 • • • 
• • • • • • • • • 
• • • • • • • • • 
• • • • • • • • • 
• • 118 
• • IT2 
182 • • 
1 • • • • • • • • • • • • • • 203 
-
1.27 • • • · . . . . . • • • •• TOTAL 
47 • 
We have already noted the length of hospitall-
z.a ti on spent by the group as a whole •. 
The following table indicates the previous 
hospitalization periods during the year of 1951 of the 
patients studied. Since the table only covers the same 
~ear in which the study was conducted, it is not intended 
to be representative of' the duration ot the chronicity 
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of the illnesses suffered by the patients in this study 
g roup. It 1s felt, how-ever, tha t this table does throw 
some light on the recurrence of chronic 111ness, parti-
cularly with reference to the patients included in this 
study. There 1s also some indication in relation to 
the!requency of recurrent illness of the patients, 
which may be due to lack of medical supervisi on while 
the patients are out of the hospital. This emphasizes 
the importance of medical follow-up and the role of the 
medical social worker in arranging for this type of 
service for the patient upon discharge from the hospital. 
Five patients of the total study group were 
h ospi talized twice in addi ti on to the hospi taliza tion 
period considered in this study and thirteen patients 
had each ~een previously hospitalized once in addition 
to the hospitalization period considered in this study. 
TABLE XI 
aLASSIFICATION ACCORDING TO 
49. 
PREVIOUS HOSPITALIZATION DURING CALENDAR YEAR 1951 
Number of 
Previous Hospitalizations 
lio. of 
titlents 
2 
1 
o 
• • • • • • • • • • • • • • • 
• • • • • • • • • • • • • • • 
• • • • • • • • • • • • • • • 
2 
13 
109 
-
Total 127 
.. 
CRAPTER IV 
ATTITUDES OF PATIENT AND RELATIVES TONARD 
DISCHARGE AND SOCIAL SERVICE ACTIVITIES 
It has been previously pointed out that the 
. 
doctor assumes leadership and authority in the medical 
care of the patient. It, is, therefore, his responsibi-
Iity to diagnose the patient's disease, prescribe the 
necessary treatment and to make medical recommendations 
f or post-hospital care, which will enable the patient to 
retain the gains in health achieved from his hospitall-
zation period. 
The trend of modern medicine is more and more 
towards the conception that the physician 
treats not merely a dise.ased section of the 
body but the whole person. Greater emphasis 
is being placed on the study of the patient 
'as a whole, in which ~aetors of emotional 
life, conditions of employment, habits ot 
living, family life, and other human factors 
are considered in arriving at a diagnosis or 
in outlining treatment. • •• the doctor 
must view man as body and mind inseparable 
and must know him in his human surroundings 
as well as his physical world if he is to 
render service of the highest type. l 
1 lfary C. Jarret t, (fhroniCl 111n.ess .!!! 
~ York Cit:, Bew York, 1933, 68. 
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For a satisfactory after-care plan to be made, 
the medical social worker informed the doctor of the 
social situation of the patients in relation to their 
medical needs. The social investigation was made by 
the worker who was familiar with the medical findings 
. 
and progress of the patients during their hospital stay. 
The medical recommendations for post-hospital 
care for the 127 patients in the study group were, there-
f" ore, based up on t he medical and social needs of the 
patients. The recommendations specified the type of 
a fter-care necessary for the welfare of the patients 
prior to the consideration of the availability of faci-
lities. It then became the responsibility of the medi-
cal social worker to implement these recommendations 
and to explore the community resources available to meet 
the individual needs of the patients. 
De study group, as indicated previously, pre-
sented serious medical problems and many of the patients 
Yere totally or partially disabled. In order for the 
worker to implement the medical recommendations for 
post-hospital care, it was necessary for her to consider 
the patients' individual needs. In addition to this, 
knowledge of community resources was essential. The 
52 • 
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ability to interpret the patients t needs to the commu-
nity and to interpret the community facilities to the 
patients and their families was also one of the workerts 
func t ions. 
In Chicago, the facili ties for the chronically 
ill are very limited. These facilities were even more 
limited to our study group, because many of the patients 
or their relatives could not meet the cost of this type 
of care. This further complicated discharge plans. 
The following table pOints out the gap between 
the medical recommendations as made by the medical staff 
and the final disposition made by the social worker. 
The medical 'recommendations were grouped into four 
classificationsl (1) patients referred to their own 
homes included patients who were totally or partially 
ambulatory, but who had some special needs; (2) patients 
referred for convalescent care included patients who 
were ambulatory, but who needed further supervision and 
some nursing oare; (3) patients referred for insti tu-
tional care included patients who required custodial or 
terminal care; and (4) patients referred to nursing home 
eare included patients who were, totally bedridden and 
needed general nursing care. This gr~up also included 
53 • 
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senile and terminal eases. 
It is of importance to note that the medical 
recommendations for convalescent, nursing and institu-
tional oare could not be met for twelve patients in the 
study group. These patients, therefore, returned home 
. 
although this plan did not adequately meet their needs. 
TABLE XII 
CLASSIFICATION A CCORDING TO llEDICAL RECOJalENDATIONS 
AND DISPOSITION BY MEDICAL SOCIAL WORKER 
DISPOSITION BY 
MEDICAL RECOMMENDATIONS MEDICAL SOCIAL WORKER 
No. of IrO. of 
Patients Patients 
Own Kome 63 OWn Home 75 
C;onvalesoent Care 31 Conville soent Care 26 
Institution 6 Insti tution 5 
)fursing 2'1 ltursing 21 
- -
Total 1..27 Total 1.27 
Iuch emphasis has been placed on the concept 
of treating "the patient as' a person·, and the ·indi-
v idualness lt characteristic of each human being. The 
m~dical social worker sees the patient first of all as 
a person who is sick and as an individual who has his 
1'1 
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own unique personality. The personality distinguishes 
him from every other human being. 2 
Accepting the concept of individual differ-
ences, the medical social worker must be aware of the 
difference in attitudes and reactions of the patient in 
the process of separating from the hospital. In order 
to understand the individual attitudes and reactions in 
this area, the medical social worker must attempt to 
understand what discharge means to the patient. 
Some patients react with hostility and aggres-
sion, some with anxiety and fear, and others simply 
accept the situation, either freely or because they are 
pressured into acceptance. These attitudes and reactions 
are often based on the patientts own personality needs 
and by the expectations of secondary gains. The patient 
who does not feel ready to leave the hospital because 
of his helplessness looks upon any other plan 8S unsatis-
factory. 
:Ln working with the study group towards ac-
ce ptance of the medical recomne ndations, the medical 
social worker attempted to understand what meaning the 
• 
2. Arthur E. Fink, The Field of Social Work, 
- _";;;;;";'';;''';;'=.;;0..;;;.';;;;';;; Iew York, 1942, 278. 
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separation experience may have had for the patient and 
his family. The patients, as well as their families, 
were given careful interpretation of the medical recom-
mendations for post-hospital care, by both the physicIan 
a nd the worker. 
rhe attitudes and reactions of the patientts 
family in regard to the medical recommendations are 
equally important. 
As stated by Henry B. Richardson: 
T'he family maintains an equilibrium within it-
self and towards the environment which is 
comparable with homeostasis, the mechanism by 
which the individual organism maintains itself 
in a state of balance. The members of the family 
may be compared to the organs of the body in 
spite of obvious differences. • • The welfare 
of the family depends not only on the character-
istics of the individual, but also on the capa-
city of the family to maintain a stable equili-
brium internally and with reference to the 
environment. • • The balance which is reached, 
favorable or otherwise, involves not only health 
and illness, but also social relationships, 
economic support, education, and other contacts 
VII th the outside world.3 
Prolonged illness usually involves the entire 
family and places a great strain on the varied human re-
lationships comprised in a family. 
3 Henry B. Richardson, Patients Have Jamilies, 
lrew York, 1945, 95. 
i I 
r 
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1: t was extremely important, therefore, for the 
medical social worker to understand and consider the 
feelings, attitudes and reactions of the patient's 
family towards his discharge from the hospital. She 
needed to know how the famfly felt about accepting the 
patient home and what responsibility they would or could 
accept for the patient. With this added knowledge, a 
more complete picture of the situation in relation to 
the patient's acceptance of the medical recommendations 
was had. 
The attitude of the patients in relation to 
acceptance of medical recommendations in the study group 
has been classified under three headings, namely. 
patients who accepted the medical recommendations freely; 
patients who accepted the medical recommendations under 
pressure; and patients who rejected the medical recom-
menda t ions. 
Although these terms in themselves are self-
explanatory, it was felt that case illUstrations would 
better define these classifications. 
(1) Patients who accepted medical recommenda-
t ions ire e 11. 
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A 35 year old white, Protestant womanWlS hos-
pitalized for a period of sixty-six days for 
Carcinoma of the Rectum. She was widowed and 
1ived with her twelve-year old daughter prior 
to her admission. Patient's sisters were in-
tensely interested in her and were caring for 
her daughter during the patient's hospital stay. 
Medical recommendations were for patient to 
return home. The patient was well-adjusted to 
her hospital stay and comparatively free frOBl 
worry regarding the care of her child. She 
made a real effort to get we11 as she was eager 
to return home. !he sisters were eager for 
patient to come and planned to take turns in 
helping to care for the household until the 
patient regained her strength.. The relatives 
came to the hospital to take the'patient home 
on the day that she was medically discharged. 
A sixty-two year old whi te, ea tholic woman had 
~een hespitalized for a period of thirty-four 
days for Arteriosclerotic Heart Disease. She 
was a widow and had been living with her brothers 
and keeping house for them prior to her hospi-
talization. Her only child, a married daughter, 
was living in Gary, Indiana. There was a very 
good rela ti onship between the patient and her 
family and the patient was very anxious to go 
home as soon as she was medically discharged. 
Iedical recommendations were for patient to re-
turn home. JJ.though her brothers were very 
anxious to have her return to them, the patient 
accepted her daughter's home as a more adequate 
place for convalescence. The daughter and her 
husband both were eager for patient to come to 
t heir home. They took the patient home two days 
after her medical discharge. There was a slight 
delay as they had to make plans to come to 
Chicago. 
(2) Patients who accepted medical recommenda-
t ions under pressurec 
58. 
Ca) Pressure exerted by RelativeSl 
A seventy. eight year old, ~ewish woman had been 
h ospi talized for a period of thirty days for 
aoronar,y Heart Disease. She was a widow and made 
her home with a married daughter and her family. 
The IS tient also had three sons. During patient's 
liospitalization stay, she was anxious and conti-
nually asked the doctors and the wo~ker when she 
would be going home. l£edical recommendatioDs 
were for patient to have a period of convalescent 
care. The p.tient was quite resistive about ac-
e epting this care and anti ous togo back home. 
The married daughter urged the mother to go to 
a convalescent home, poInting out the advantages 
of this type of after-care and stressing the 
crowded conditions of her home. !he patient ac-
cepted this recommendation, stating that she felt 
she shOUld do what -my daughter tells me, even 
though I am very lonesome for home and the grand-
children.· After final arrangements were made 
for the patient at the convalescent home, the 
patient rejected this plan and was reluctantly 
taken home by her daughter. 
(b) Pressure exerted by the Hospital' 
. A seventy-seven year old, J'ewish man who had been 
hospitalized for a period of thirty days for 
Arteriosclerotic Heart Disease with Angina ~ctoris 
was discharged to his home. He and his second wife 
lived together in a one-room apartment. The pa-
tient was not ready emotionally to leave the pro-
tected environment of a hospital. During this 
period, there was an acute shortage of beds and 
many seriously ill patients were waiting to be 
hospitalized. Both the doctor and the social 
worker attempted to assure the patient of the 
improvement of his physical condition. !he social 
worker also gave the patient and his wife careful 
interpretation as to his post-hospital regime. 
Although the worker spent considerable time in 
helping them accept the separation from the Hos-
pital, both the patient and his wife felt that 
the Hospital -.as pushing me out because they are 
r 
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no longer interested in me.· The wife took the 
pa tient home two days after he had been medically 
d 1scharged. 
(3) Patients who rejected medical recommen-
dationSI 
A fifty-nine year old, Sewish woman had been hos-
pitalized for a period of thirty-eight days for 
an Ulcer of the stomach, complicated by Cardiac 
Ilecompensa ti on and Left Heart Failure. She was 
living with her second husband prior to her ad-
mission to the Kospital. Their relationship was 
poor, and pa tient felt tha t her husband was not 
interested in her. Patientts only child, a 
married daughter, was living in Xew York City. 
She came to Chicago and visited the patient 
regularly during her hospital stay. The patient 
and her daughter were very close and the patient 
was very dependent upon the daughter. During 
the patientts hospital stay, she was very appre-
hensive, fearful and depressed. She needed 
continuous reassurance and support. fhe medical 
recommendations were for the patient to return 
home, but she refused to accept them. She in-
sisted that she must go to a convalescent home. 
Although the daughter volunteered to remain in 
Chicago and help the mother in the home, the 
patient still persisted in going to a convalescent 
home. The daughter then took the initiative for 
securing convalescent care for the patient. The 
patient left the Ko"spi tal seven days after she 
was medically discharged to go to a convalescent 
home. 
A seventy-year old ~ewish woman was hospitalized 
for a period of forty-four days for Hypertensive 
~eart Disease, Cerebral Embolism, and Hemiplegia. 
The patient and her seventy-eight year old hus-
band and a single daughter lived together prior 
to her admission. The daughter was employed during 
the day. In addition to the single daughter, there 
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were three other children, all married. The chil-
dren were overly protective of the patient and there 
was evidence of guil t feelings on their part over 
patientts illness and ensuing paralysis. The 
medical recommendations were for nursing care, 
but the family had some difficulty in accepting 
these recommendations. After intensive casework 
services, the family was able to accept these 
recommendations and take initiative in the refer-
ral for nursing care.' The patient, however. 
seemed too threatened by this separation from 
her family. Although the worker spent consider-
able time in helping the patient in this area, at 
point of completion of nursing care arrangements, 
the patient rejected these recommendations and 
insisted that the family take her home. There 
was a seventeen day delay between medical dis-
charge and the time the patient left the Hospital. 
Four patients in this group refused to com-
plete their medical treatment and left the Hospital 
prior to their medical discharge. 
T"ABLE nIl 
CLASSIFICATION ACCORDING TO ATTITUDE OF PATIENTS 
IN RELATION TO ACCEPTANCE OF MEDICAL RECOMMENDATIONS 
Atti tudes of Patients :rrequency 
Freely • • • • • • • • • • • • • • • • • • • 68 
26 Under Pressure • • • • • • • • • • • 
Pressure exerted by Family • • 15 
Pressure exerted by Hospital • 11 
• • • • 
Patients who Rejected Medical Recommendations ~ 
Total • • . • . • . . . • • . . . . . • . . • ~27 
61 • 
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It has been established that hospital care 
today is costly and that there is a great -demand for 
this type of care. This is particularly true of the 
patients who haTe exhausted their resources in securing 
medical c·are and as a res~l t have bec ome medically 
indigent. 
1"able XIV has great significance in pointing 
out that the study group as a whole spent from one to 
sixty-one days in the Hospital after their medical 
treatment had been completed or no further medical 
treatment was available. Some of the major factors 
for this delay were; (I) lack of family interest and 
participation in discharge plans; (2) the long interval 
between referral and disposition of hospital patients 
referre.d to other agencies for assistance in discharge 
plans; (3) the need to wait for beds in convalescent, 
llursing and institutional facilities; and (4) time 
spent by the medical social worker in exploration of 
facilities best equipped to meet the needs of the indi-
v idual patient. 
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TABLE XIV 
crLASSIFICATION ACCORDING TO DAYS BETWEEN 
MEDICAL DISCHARGE AND ACTUAL DISCHARGE OF PATIENTS 
Days 
o 
!o. of Patients 
• • • • • • • • • • • • • • • • • • 32 
1 - 5 
• • • • • • • • • • • • • • • • 41 
5 - 10 
• • • • • • • • • • • • • • • • 23 
10 - 15 • • • • • • • • • • • • • • 10 • • 
15 - 20 •• 
• • • • • • • • • • • • • • 
., 
20 - 25 • • • • • • • • • • • • • • • • 4. 
25 - 30 • • • • • • • • • • • • • • • • 3 
30 - 35 • • • • • • • • • • • • • • • • 3 
35 - 40 •• 
• • • • • • • • • • • • • • 0 
40 - 45 • • • • • • • • • • • • • • • • 0 
45 - 50 • • 
• • • • • • • • • • • • • • 1 
50 - 55 • • • • • • • • • • • • • • • • 1 
55 
• • • • • • • • • • • • • • • • • • 1 
61 
• • • • • • • • • • • • • • • • • • 1 
-Total • 
• • • • • • • • • • • • • • • • 127 
-Medical social work 1s the application of 
social case work to medical service."4 MSdical social 
4 Ernest P. Boas, ~. Unseen Plague Chron1c 
Illness, New York, 1940, 22. 
III 
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work must include, therefore,. not only sound generic 
crase work, but also special knowledge and skills appli-
cable to the medical setting in order that the medical 
social worker may function in an integrated way within 
the total servioes of medi,cal care. 5 
~he primary function of the medical social 
worker has been defined and accepted by the Ameriean 
Associa ti on of Medical Social vrorkers as the Itpractice 
of social case work in a hospital or cliniC, Which is 
concerned with helping the patient with personal or 
environmental difficulties which predispose towards 
illness or interfere with obtaining maximum benefits 
from medical care".6 
In order for the medical social worker to 
function effectively, there is need to individualize 
the various aspects of the patientts situation and to 
work in close cooperation with the other members of the 
5 Elizabeth P. Rice, "The Generic and 
SpecifiC in Medical Social York-, ~ournal of Social 
Cas ework, nIl, April, 1949, 135-136. - . 
6 American A.ssociation of )(eclical Social 
Workers, A statement of Standards to be Ket J!z }(edlcal 
Social York DepartmentS in HospitaI'8 andCl'iii"Ics, 1949, 3. - -- - -
medical team interested in the total medical care of the 
patient. The importance of the consideration o~ the 
patient in relation to his family has also been dis-
cussed. In the formulation of a plan for post-hospital 
care, the medical social w9rker must also plan with the 
family and the community agencies. She must also per-
mit toe patient to make his own decisions and to live 
his own life acoording to his needs. The worker may 
assist and support the patient to participate in the 
discharge plan, but the patient should never be pushed 
or pressured. 
rhe services which the medical social worker 
rendered to the 127 patients in the study group were 
varied and numerous, but adhered to the basic principles 
of social case work, namely' 
(I) Individualization of the patient. 
(2) Interpersonal relationship between 
patient and worker. 
(3) Total acceptance of the patient. 
(4) Right of patient's self-determination. 
(5) Skill and uses of community resources 
within the patient, within the commu-
nity and within the social worker. 
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Table XV indic a tes the principal services ren-
dered by the medical social worker to the 127 patients 
studied. An interpretation o~ the social situation of 
each patient was given to the medical staff by the 
medical social worker. In some cases, several confer-
ences with the medical staff were necessary because of 
difficulties involved in the discharge plan. Support 
and reassurance was given to eighty-three patients. 
One hundred and seven patients ~re given interpreta-
tion of their medical conditions, and post.hospital 
needs. Six of the patients in the study group were too 
ill to speak and fourteen patients were too young to 
understand, being under the age of ten years. Twelve 
patients were assisted in accepting an alternative 
plan since facilities in the community were not avail-
able to meet their particular needs. Five patients were 
assisted in thinking through vocational plans and ac-
cepted referrals to agencies in the community for this 
type of service. 
The medical social worker found it necessary 
to give support and reassurance to seventy-one relatives. 
More frequent, discussion was necessary with some of the 
relatives who were ambivalent or rejected the patient. 
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Eleven patients completely rejected casework service. 
TABLE .xv 
aLASSIFICATION OF PRINCIPAL SERVICES RENDERED 
BY THE SOCIAL SERVICE WORKER 
Total Number of Patients .. . . • • • • • • • • • 127 
Total Number of Services • 
• • • • • • • • • • • 727 
Services 
No. of 
Patients 
S·upport and Reassurance to the Patient • • • 
Interpretation to the Patient 
• • 
of His Condition and Xeeds •• 
Help to the Patient in 
Accepting an JJ. terns tive Plan 
~elp to the Patient in 
• • • • • • • • • 
• • • • • • • • • 
rhinking Through Vocational Plans 
• • • • • • • 
5upport and Reassurance to Relatives •• • • • • 
107 
12 
5 
71 
Interpretation of Patient's Xeeds to Relatives. 83 
Patient not Accepting of Case Work Service • 
• • 11 
I"nterpretation to the J(edical Staff • • • • • • 127 
Interpretation of Patient's Ieeds 
to Community Agencies •••••• 
• • • • • • • 114 
Referral to Community Agency to 
Assist in Discharge Plans ••• • • • • • • • • 114 
Chronic diseases are in themselves more com-
plicated to deal with than are acut.e diseases. A great 
I'%T~~ ,~ ~ , "' 
~ >!(I;i.;,. ",Xe ... ~~.~ • 
.. 
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variety of services and facilities were necessary to 
meet the needs of the patients in the study group. Since 
the community lacked a well-planned and integrated ser-
vice for the chronically 111, the discharge planning 
for some of the patients became more complex and time-
e onsuming for the med! cal social worke r. In order for 
the medical social worker to effect discharge plans 
in accordance with the needs of the patients, she re-
ferred 114 patients to eighteen agencies in the commu-
nIty for assistance in these plans. It was also essen-
tial that interpretation of the patients t needs be given 
to these community agencies. Table xVI reveals that 
seventy-nine patients were accepted and thirty-five 
p'atients were rejected for a particular kind of service. 
, 
L 
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T:ABLE XVI 
CLASSIFICATION OF COlW1JNITY RESOURCES USED BY 
SOCIAL SERVICE IN DISCHARGE PLANS 
:Humber of' 
Agency patients 
Acoepted 
Catholic Home Bureau 
Chicago Housing Authority 
Chicago Kome for the Friendless 
Chicago Yelfare Department 
Cook County Department of' 
'l"elfare, Oak Forest Service 
aook County Hospital 
Dixon state Hospital 
~ewish Childrents Bureau 
~ewish Jamily Community 
Service 
jewish Peop1e t s Convalescent 
110me 
~ewish Vocational Service 
Psychopathic Hospital 
Public Assistance Divi sion 
Old Age Pension 
Resthaven Convalescent Rome 
(Including the Chronic Unit) 
Salvation Army 
( Continued) 
3 
1 
2. 
4. 
2: 
2. 
1 
1 
s 
8 
2.4 
o 
Number of 
Patients 
Rejected 
5 
0 
3 
5 
o 
o 
o 
(1 
3 
2. 
o 
() 
5 
1 
L 
... 
Agency 
state Division of 
Reba bili ta ti on 
United Charities 
Vistlng Iurse Association 
'.f otal 
Total number of patients 
referred to 18 agencies 114 
Total number of patients 
not referred to these 
agencies -il. 
Total number of patients 127 
}lumber of 
Patients 
Accepted 
S 
a 
10 
79 
69 • 
Number of 
Patients 
Rej,ected 
0 
1 
0 
35 
Some of the patients were referred for several 
types of services to various community agencies simu1-
taneously, such as referral for convalescent care to 
one agency and referral for financial assistance to 
a nother agency. Out of the 114 pa tients referred, 
twenty-eight patients were referred to two or more 
agencies. 
It also became necessary to refer patients who 
had been rejected by a community agency for a particular 
kind of service to other agencies in the community. As 
~ 
I 
Ii 
7 O. 
has been pOinted out previously, this caused an addi-
tional delay in discharge plans. It is highly signifi-
cant that discharge plans for four patients in the 
study group were delayed, therefore, from twenty-eight 
to sixty-one days. 
~able XVII reveals the types of services re-
quested by the social worker for the 114 patients re-
ferred to the eighteen community agencies for assist-
a nee in di scharge plans. 
--
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TABLE XVII 
aLASSIFICATION ACCORDING TO TyBtrS OF SERVICES 
REQ,UESTED BY. SOCIAL SERVICE FROM COMMUNITY AGENCIES 
- T ota1 number iHumber of Humber of 
Type of Service of patients Patients Patients 
:referred Accepted Rejected 
Casework 7 4 3 
C oIlTslescent Care 39 24 15 
Financial Assistance 4 3" 1 
Foster Home Placement 2 2 0 
!rosp i taliza ti on 2 2 0 
~ousekeepingService 6 5 1 
Housing 1 I 0 
Insti tuti onal Service 5 5 0 
Nursing care 34 19 15 
Vis! ting Nurse 9 9 0 
Vocational 
Rehabi1i tation 5 5 0 
Total number of patients 
r·eferred for services 114 79 35 
Total number of patients 
B.ot referred for services 13 
Total number of patients 127 
72 • 
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alose oooperation of both private and publio 
agenoies in the oommunity made possible the attainment 
of finanoial assistanoe, case work services, convales-
cent care, nursing oare, institutional oare, housing, 
vooational rehabilitation ~nd retraining, housekeeping 
service and visiting nurse services. These agencies 
greatly faoili tated discharge plans for some of the 
patients in the study group. 
... 
S UMllARY AND CONCLUSIONS 
In summary, the activities of the medical 
social worker in the discharge planning for 127 chroni-
cally ill patients during 1951 was more intensive and 
involved than they were for the acutely ill patients. 
The problems of discharge, what discharge means to the 
patient, his family and the community were examined in 
this study. An attempt was made to show the problems 
with which the social worker must cope in the area of 
discharge of chronically ill patients. In addition, an 
effort was made to learn how she integrates the attitude 
of the patient, the family, and the community in the 
formulation of adequate discharge plans to meet the indi-
vidual needs of the patients. 
The 127 patients in the study group presented 
serious medical conditions and disabilities. Some of 
the patients were totally or partially ambulatory and 
others were totally bedridden, terminal and senile, 
requiring medical supervision, convalescent, nursing and 
institutional care. Sixty-five patients or 51 per cent 
of the study group had been hospitalized for either 
73. 
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Diseases of the Cardio-Vascular System, Diseases of the 
Locomotor System and Malignancies. 
Consideration must also be given to the effect 
of their prolonged periods of hospitalization, both cur-
rent and previous. ~e duration of their hospital stay 
during this admission ranged from thirty to 203 days. 
In addition, five patients had two previous hospital 
periods and thirteen patients had each one previous hos-
pital period, during 1951, the year in which the study 
was conducted. The majority of the patients were White 
remales of the ~ewish religion, and eighty patients, 
representing 63 per cent of the total group, ranged in 
ages from fifty to eighty-nine years. Eighty-seven 
patients or 68 per cent were living with their families 
and had some family responsibility. Twenty-nine patients 
who lived alone ranged in ages from thirty to eighty-nine 
years. The close connection between prolonged illness 
and financial dependence was revealed by the fact that 
1-02 patients or 80 per cent were completely dependent 
Tinancially. 
Tn addition to the difficulties encountered 
in securing adequate resources which would conform to 
the medical recommendations of the medical staff, the 
... 
worker was confronted with the various attitudes of the 
p'atients and their relatives towards separation from the 
h ospi tal. Of the eighty-eight patients who accepted the 
recommendations freely, the majority were patients whose 
families actively participated in the discharge plans • 
. 
Twenty-six patients accepted the medical recommendations 
for their discharge under pressure by both their rela-
tives and the Hospital. The majority of these patients 
had already established deeply rooted patterns of de-
pendency and were unwilling to leave the security and 
protection afforded by the Hospital. These patients 
and their relatives were unable to accept the fact that 
care in a hospital designed for treatment of acute condi-
tions became unnecessary after the acute phase of their 
illness had SUbsided. Thirteen patients completely re-
jected the recommendations. Case material was prese.nted 
to illustrate the attitude of the patients and their 
relatives in relation to medical recommendations for 
t heir discharge. 
This study also revealed that the medical 
social worker spent a great deal of time in helping the 
patients accept separation from the Hospital. Serious 
difficulties were encountered in conforming with the 
76 • 
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medical recommendations Which caused great delay between 
the date of medical discharge and actual discharge from 
the Hospital. The study group spent from one to sixty-
one days in the Hospital after being medically dis-
charged. The reasons for this delay were lack of family 
interest and participation; long interval between refer-
ral and disposition of patients referred to other commu-
nity agencies; waiting for beds in convalescent, nursing 
and institutional facilities; and time spent by the 
medical social worker in exploration of adequate faci-
lities to meet the individual needs of the patients •. 
The social service activities were many and 
diversified. The patients a~d relatives were given 
interpretation of the patients' medical condition and 
t heir needs for after-care. Support and reassurance 
were given to the patients and their relatives to help 
them in accepting separation from the Hospital. Inter-
p-retation was given to the medical staff, and they were 
kept informed of the progress made and what plans might 
eventually be evolved. Because the medical social 
worker is an integral part of the hospital, She bas a 
definite responsibility to the hospital, as well as to 
the patient. She must facilitate discharge plans as 
... 
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quickly as possible. 
Tbe adequacy with Whioh the social worker met 
the patients' needs and facilitated discharge plans de-
pended to a great extent upon the community facilities 
available and the cooperation of community agencies 
approached for assistance in discharge planning. One 
hundred and fourteenpa tients were referred to eighteen 
agencies in the community. Some of these patients were 
referred for several types of service to various agen-
cies simultaneously, such as referral to a convalescent 
home for convalescent care and to a public agency for 
financial assistance. Of the 114 patients referred for 
service, it became necessary to refer twenty-eight 
patients to two or more agencies. The medical social 
worker was unable to conform to the medical recommenda-
tions for twelve patients and found it necessary to make 
an alternative plan, which did not fully meet the indi-
vidual needs of the patients. 
Although these agencies greatly facilitated 
the discharge plans for some of the patients, the commu-
nity must face the reality that it lacks a well-planned 
and integrated service for the indigent chronically ill. 
Resources for convalescent and nursing care 
, 
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~or the indigent patients are very limited. This is 
particularly true for the Negro patients. There is also 
a very limited number of convalescent or nursing homes 
maintaining a Kosher dietary to meet the needs of the 
Orthodox Jewish patients •. There is a long waiting period 
f or beds in convalescent homes. There is an even greater 
waiting period for beds in nursing homes and institutional 
~acilitieB, vacancies being dependent upon the death of 
their inmates. Very few convalescent or nursing homes 
have facilities to provide special diets, recreational 
racilities, occupational therapy or rehabilitation pro-
grams. 
Continuity of medical supervision for patients 
returned to their homes is of great importance to help 
the patients retain the benefi ts gaine d during their 
hospital stay. In addition, home medical care would 
greatly decrease readmissions to the hospital. 
A well-integrated program for the chronically 
ill should emphasize prevention and control of the 
chronic diseases, early diagnosis, rehabilitation, ade-
quate and continued medical treatment, as well as 
a dequa te social services. 
, 
... 
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SCBEDtJLE 
I. Identifying Information 
A. Code No. __ -::B. Age __ -:C. Re~igion~~ __ _ 
D. Race E. Sex F. Marital status 
G. Known to ClInic --
II. Referra~ 
A. Referred by whom 
:B. Re c ommenda t i ons -o-n~R-e~f-e-r-ra~~---------
III. Patientts status in Household Prior to 
Kospi talization 
A. IJving with Spouse 
B. L1 v ing with Sp,ease:"-a-n-=d"-::idhr-:'"i l=-d-=-r-e-n-.. -----
C. Living with Children but wi thout Spouse __ _ 
~. Jlarried Children 
2. UJl1Iarried Ohild:r-e-n-----------
D. Living with Parent or parents 
E. Liv ing with Other Rela tives (;...s-p-e-o"T"I"='ry ....... ' ----F. Living Alone ___________________________ ___ 
G _ Other 
H. Does =Pa~t";'i-e-n":"t...,hl""a-v-e-a~:ra=-m-i'r":ly:------....... ----
IV. Eoonomic status of Patient 
A. OASI or Private Pension 
B. Public Assistance --------------
C. Private Agency 
D. Dape nden t on Fa:---'m-:Oi':'ly-I":"""'s-s";"'i-s'l'"'ta-n-c-e--------
V. Medical JUs tory 
A. Diagnosis 
B. Da te of A-;:dm~I-s-s";"i~o""n--------------
C. Previous Hospitalization for thIs fllness -
Give Dates 1 ______________________________________ ___ 
2. ___________________________________ ___ 
3 ____________________________________ __ 
4. ________________________________ __ 
... 
VI. 
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Medical Recommendations for Discharge Plans 
Da t e Me d ically Dis charge d~-';~:"r"'~--=r-:-=-_~ __ 
A. Patientts Own Home :B. Medical F'ollow-Up_ 
c. Housekeeping servi~ 1. Own Home 
----D. Visi ting Ifurse:-___ 2. Clinic 
E. Convalescent Care____ ---------
F. NUrsing Care 
G. Institutiona~l--a~a-r-e---
-
VII. Patient's Attitude Regarding Medical Recommen-
dations 
A. Accepted B. Rejected 
1. :freely ----- a. Reason "'l!t~o~r~R~e'Tj-e-c"'l"'t"'l"'i-o--n-
2. Under Pressure 1.. Religion 
3. Who is Applying 2. Ec onomic·-------
Pressure 3. !fame Inadequate for 
Patientts )feeds 
4. Personal and .'-0-.--
t ional Reasons 
'----
VIII. Problems Involved in Final Discharge Plans 
A. Ref~rrals at Time of Discharge 
Referred To For What Accepted/Rejeoted 
1. ________________________________________ __ 
2. _____________________ _ 
3 •. ______________________ _ 
4 .~-_____________________ _ 
:B. Final Discharge Plans 
C. Me di cal Re c ommenda ti o-n-s-whT""':i~c .... h-c-o-u-=l~d:--n-o-:t~b-e--
met D. Re s'-o-u-r-c-e-s-n-o~t--::J..:-v""a-:i-=l~a""b"":l:-e-----------
E. Participation of Family In Discharge Plans 
1. Acitve 2. Passive, __ ~ ____ ~ __ _ 
F. Did the Family of Patient come in to see ~ 
Sooial Worker regarding Disoharge Plans ____ __ 
1. How soon after called 
G. Date of Discharge from Hos-p~i~t-a~l-I------------
1. Was there a delay from date Patient 
Medically n,isoharged? ________ _ 
2. Row long 3. Reason r~o-r~D~e~l~a~y.~_------------------------
